The syndromal and subsyndromal phenomenology of borderline personality disorder was tracked over 6 years of prospective follow-up.
borderline personality disorder get better symptomatically over time, some stay about the same, and some get worse. However, little is actually known about the course of the syndromal phenomenology of borderline personality disorder (i.e., rates of remission and recurrence), and almost nothing is known about the fate of the subsyndromal phenomenology or symptoms of borderline personality disorder.
To date, we know of 17 small-scale studies of the shortterm course of borderline personality disorder that have been described in published reports (1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11) (12) (13) (14) (15) (16) (17) (18) (19) (20) . Surprisingly, only five of these studies (5, 7, 12, 13, 15, 20) assessed the rate of remission of borderline personality disorder for their study groups, and none assessed either the rate of recurrence or the course of the symptoms that constitute borderline personality disorder. Remission rates in these studies ranged from 4% to 53% 1-7 years after the initial assessment, with a median rate of remission of 33%.
Reports on four large-scale follow-back studies of the long-term course of borderline personality disorder have also been published (21) (22) (23) (24) . Only one of these studies assessed the remission rate as part of the follow-up. Paris and his colleagues (23) found that 75% of their traced borderline patients no longer met the criteria for borderline personality disorder a mean of 15 years after the index admission.
In general, the results of these six studies (five shortterm and one long-term) have been interpreted to suggest that borderline patients do poorly symptomatically in the short run but well symptomatically in the long run. Yet it is difficult to generalize from the results of these studies, all of which dealt with treated groups of borderline patients, because of a number of methodological limitations found in these studies: use of chart review or clinical interviews to diagnose borderline personality disorder, use of only one postbaseline reassessment, variable number of years of follow-up in the same study, no comparison group or use of less than optimal comparison subjects, nonblind postbaseline assessments, failure to study a full range of borderline psychopathology, and reliance on small subject groups with high attrition rates.
The current study improves on the methods of these earlier studies in seven important ways. First, semistructured interviews of documented reliability were used to assess borderline psychopathology at baseline and at each of three successive 2-year follow-up waves. Second, the phenomenology of borderline personality disorder was assessed at three separate follow-up points. Third, the interwave intervals were equal in length, each of 2 years' duration. Fourth, a well-diagnosed group of axis II comparison subjects was also studied at each time point. Fifth, the follow-up raters were blind to all previously collected information on each subject, including original diagnostic status. Sixth, both the syndromal phenomenology of borderline personality disorder-rates of remission and recurrence-and the subsyndromal phenomenology of borderline personality disorder-the affective, cognitive, impulsive, and interpersonal symptoms of borderline personality disorder-were assessed. Seventh, we began with a large, socioeconomically diverse group of borderline patients and maintained a high retention rate across all three waves of follow-up.
Method
The current study is part of the McLean Study of Adult Development, a multifaceted longitudinal study of the course of borderline personality disorder. All subjects were initially inpatients at McLean Hospital in Belmont, Mass., who were admitted during a 3-year period (1992) (1993) (1994) (1995) . Each patient was initially screened to determine that he or she 1) was between the ages of 18 and 35 years, 2) had a known or estimated IQ of 71 or higher, 3) had no history or current symptoms of an organic condition that could cause psychiatric symptoms, schizophrenia, schizoaffective disorder, or bipolar I disorder, and 4) was fluent in English.
After the study procedures were explained, written informed consent was obtained. Each patient then met with a master's-level psychologist blind to the patient's clinical diagnoses for a thorough diagnostic assessment. Three semistructured interviews were administered. These diagnostic interviews were the 1) Structured Clinical Interview for DSM-III-R Axis I Disorders (SCID) (25) , 2) Revised Diagnostic Interview for Borderlines (DIB-R) (26) , and 3) Diagnostic Interview for DSM-III-R Personality Disorders (27) . Excellent levels of interrater reliability were obtained during the first 6 months of data collection (i.e., pairwise kappa of >0.85 for the DIB-R and DSM-III-R diagnoses of borderline personality disorder) and maintained throughout the course of the study (26, 27) . The testretest reliability of these diagnoses was also found to be >0.85 (26, 27) . Treatment history was also assessed at baseline by using the Background Information Schedule (28)-a semistructured interview specifically designed to assess the psychosocial functioning and treatment histories of borderline patients and patients with other axis II disorders. The interrater and test-retest reliability and the concurrent validity of the Background Information Schedule have been found to be good to excellent (28) .
At each follow-up wave, diagnostic status and treatment history were reassessed through interview methods similar to the baseline procedures by staff members blind to the baseline diagnoses. After informed consent was obtained, our diagnostic battery was readministered (a change version of the SCID, the DIB-R, and the Revised Diagnostic Interview for DSM-III-R Personality Disorders) along with the Revised Borderline Follow-Up Interview-the follow-up analogue to the Background Information Schedule.
The relationship between baseline demographic variables and diagnosis was assessed by using logistic regression modeling. Data pertaining to the subsyndromal phenomenology of borderline personality disorder were assembled in panel format (i.e., multiple records per patient, with one record for each assessment period for which data were available). Random effects regression modeling methods assessing the role of diagnosis and time and controlling for clinically important baseline covariates (gender, race, age, socioeconomic status, Global Assessment of Functioning Scale score, and number of previous treatment modalities) were used in all analyses of symptom-level data (29) . In this modeling work, probit analyses of binary dependent variables (symp- Recurrence was defined as meeting the study criteria for borderline personality disorder after meeting the criteria for remission in a previous follow-up period. One subject, whose disorder was remitted at 2-year follow-up, declined further participation, while another subject, whose disorder was remitted at 4-year follow-up, was deceased at 6-year follow-up. Thus, at 4 years the recurrence rate of 6.4% represented six of 94 patients, and the recurrence rate at 6 years, 4.6%, represented six of 131 patients.
tom present/absent) were used. The random effects were the subjects, and the fixed effects were diagnosis, time, and the six covariates just mentioned. Interactions between diagnosis and time and between diagnosis and significant covariates were checked in this modeling. Model fits were checked by examining partial residual plots. Because of the multiple comparisons involved in the analyses of symptom-level panel data, Bonferronitype corrections were applied to the p values for the main effects of diagnosis and time. As there were 24 such comparisons, this resulted in an adjusted p value of 0.0021 (0.05/24). Random effects regression modeling was also used to assess the relationship between treatment modalities and diagnostic status (borderline personality disorder versus other axis II disorders). As there were nine such comparisons, this resulted in an adjusted p value of 0.0056 (0.05/9).
Results
Baseline diagnostic interviews were administered to 378 consecutive inpatients at McLean Hospital who met the inclusion and exclusion criteria. Of these patients, 290 met both the DIB-R and DSM-III-R criteria for borderline personality disorder, and 72 met the DSM-III-R criteria for at least one nonborderline axis II disorder (and neither criteria set for borderline personality disorder). Sixteen others were excluded from further study because either they met the criteria for schizophrenia (N=2) or bipolar I disorder (N=2) or they failed to meet the DSM-III-R criteria for any axis II disorder (N=12).
As previously reported (30), the possibility of patients being given a false positive diagnosis of borderline personality disorder because of a comorbid axis I disorder that overlapped with the phenomenology of borderline personality disorder was carefully assessed in this subject group, and no such diagnoses were found. Of the 72 comparison subjects, 4.2% (N=3) met the DSM-III-R criteria for a personality disorder in the "odd" cluster, 33.3% (N= 24) had disorders in the "anxious" cluster, 18.1% (N=13) had diagnoses in the "dramatic" cluster, and 52.8% (N=38) met the DSM-III-R criteria for personality disorder not otherwise specified (which was operationally defined in the Revised Diagnostic Interview for DSM-III-R Personality Disorders as meeting all but one of the required number of criteria for at least two of the 13 axis II disorders described in DSM-III-R). Baseline demographic data are presented in Table 1 . As can be seen, the borderline patients were significantly discriminated from the axis II comparison subjects by the higher proportion of women, younger age, lower Global Assessment of Functioning Scale score, and more previous treatment modalities. In addition, the 362 patients came from a broad socioeconomic spectrum. More specifically, we found the following socioeconomic distribution using the 5-point Hollingshead-Redlich scale (31) , in which I= highest, V=lowest: 17.7% were in level I (N=64), 16.0% were in level II (N=58), 19.1% were in level III (N=69), 18.0% were in level IV (N=65), and 29.3% were in level V (N=106).
At 2 years, 275 borderline patients and 67 axis II comparison subjects were reinterviewed, 269 and 64 were reinterviewed at 4 years, and 264 and 63 were assessed at 6 years. By this time, 26 borderline patients were no longer in the study: 11 committed suicide, three others died of natural causes, nine discontinued their participation, and three were lost to follow-up. Of the comparison subjects, one committed suicide, five discontinued their participation, and three were lost to follow-up. Of all surviving subjects, over 94% were reinterviewed at all three follow-up waves. Table 2 summarizes the rates of remission and recurrence found in the borderline group over the 6 years of prospective follow-up. Remission was defined as no longer meeting either of our criteria sets for borderline personality disorder (DIB-R and DSM-III-R). Recurrence was defined as meeting both criteria sets for borderline personality disorder after meeting the criteria for a remission in a previous follow-up period.
Syndromal Phenomenology
About one-third of our borderline subjects met the criteria for remission at 2-year follow-up, about one-half at 4 years, about two-thirds at 6 years, and about three-quarters over the course of the entire 6 years of follow-up. Slightly less than 6% met the criteria for recurrence of borderline personality disorder after experiencing a remission in the previous follow-up period(s).
Of the 202 borderline patients who experienced a remission of borderline personality disorder, 47.0% (N=95) first experienced remission by the 2-year follow-up, 26.7% (N= 54) first had a remission by the 4-year follow-up, and 26.2% (N=53) experienced remission by the 6-year followup. Recurrences were experienced by only 12 patients who had remissions: six experienced their first recurrence at 4-year follow-up, and another six had their first recurrence at 6-year follow-up. Four of the six borderline patients who experienced a recurrence of borderline personality disorder at year 4 had a second remission at year 6. In addition, no axis II comparison subject was found to satisfy the study criteria for borderline personality disorder at any time during the 6 years of follow-up.
Subsyndromal Phenomenology
The subsyndromal phenomenology of borderline personality disorder was examined by determining the rates of 24 symptoms exhibited by the borderline patients and axis II comparison subjects over the 6 years of prospective follow-up. Of these 24 symptoms, 22 are contained in the DIB-R and fall into four general categories: affective features (Table 3) , cognitive features (Table 4) , impulsive features (Table 5) , and interpersonal features (Table 6) . Two DSM-III-R criteria are not assessed by the DIB-R: affective instability and serious identity disturbance ( Table 7) . The rates of all 24 symptoms declined significantly over time for all subjects considered together. In addition, 23 of the 24 symptoms (all but counterdependency) remained significantly more common among borderline patients than axis II comparison subjects. Table 8 details the rates of borderline patients and comparison subjects who participated in each of nine modalities during the first and last of the study's four time periods. (Rates of each modality at the 2-and 4-year followups, which declined from the prior time periods, are not shown but are available from the authors on request.) As can be seen, a high percentage of those in both groups had been in treatment before the index admission and remained in treatment, particularly outpatient treatment, during the 6-year follow-up period. The borderline patients were significantly more likely than the axis II comparison subjects to have participated in five of the nine modalities studied (pharmacotherapy, group therapy, day treatment, residential treatment, and psychiatric hospitalization). However, at the stringent Bonferroni-corrected significance level of p=0.0056, the rates of individual therapy, couples/family therapy, self-help groups, and ECT did not distinguish between the groups. In addition, the rates of all treatment modalities studied except ECT declined significantly over time for all subjects considered together.
Psychiatric Treatment

Discussion
Major Findings
Three major findings emerged from this study. The first is that remissions were common, increasing over the course of 6 years of follow-up and eventually including almost three-quarters of the borderline patients who were reinterviewed at least once. The rate of remission that we found at 2-year follow-up (34.5%) is consistent with the 30%-40% found in most earlier studies that assessed the 2-3-year outcome of borderline personality disorder (5, 7, 12, 15) . In addition, the approximately 50% remission rate that we found at 4-year follow-up is consistent with the 53% remission rate found by Links et al. (13) at 5-7-year follow-up. However, to our knowledge, the steady progression of remission rates across the three follow-up periods is a new finding. Also apparently new is the finding that about 75% of our borderline patients experienced a remis- sion sometime during the 6 years of follow-up. This rate is almost identical to the remission rate found by Paris et al. (23) a mean of 15 years after their patients' index admission. This finding suggests that the majority of borderline patients experience substantial reductions in their symptoms far sooner than previously known. In addition, it highlights the fact that borderline personality disorder has a dichotomous outcome, at least after 6 years of follow-up. While three-quarters of the borderline patients in the current study were in the ever-remitted group after 6 years of follow-up, one-quarter remained in the never-remitted group.
The second finding is that recurrences were rare. This also appears to be a new finding and suggests that once a borderline patient has met criteria for a remission of borderline personality disorder, the likelihood of a substantial and sustained recrudescence of symptoms is small. This finding contrasts with the high recurrence rates found in naturalistic studies of the course of episodic disorders, such as major depression (32) and bipolar disorder (33) . The finding that borderline patients have a much longer time to first remission than is typical of patients with mood disorder (34, 35) also suggests that borderline personality disorder is a more stable disorder than episodic axis I disorders. The reasons for this relative stability of illness and robustness of improved health are not clear. Borderline patients typically suffer from a sense of being aggrieved that is difficult, but not impossible, to assuage (36) . Once they feel better understood, they are often able to learn more adaptive ways of handling their many and varied symptoms. This learning seems to lead to true developmental change, and once this type of growth or maturity has been achieved, it is not likely to be easily lost. In this way and for these reasons, borderline patients with remissions may be relatively resistant to recurrences of their disorder.
The third finding is that borderline patients experienced declining rates of each of the 24 symptoms studied but remained symptomatically distinct from axis II comparison subjects over time. More specifically, the borderline patients were found to exhibit greater psychopathology than the axis II comparison subjects in 23 of the 24 symptom areas studied. These interrelated findings of symptomatic improvement and distinctness also appear to be new, as we know of no previous study that has assessed the longitudinal course of the symptoms of borderline personality disorder or compared them to those exhibited by a comparison group.
Course of Symptom Sectors
The results of this study also suggest that different sectors of borderline psychopathology have different longitudinal patterns. The affective symptoms of borderline personality disorder were the least likely to resolve for the borderline patients; they were present in 61.0% to 79.2% of these patients at 6-year follow-up. While this is a significant decline from the 94.5% to 98.6% found at baseline, it indicates that the majority of borderline patients continued to suffer from a range of dysphoric affects. Previously, we detailed the dysphoric states specific to borderline personality disorder (37) , and the results of this study suggest that many of these states are relatively resistant to change. The clinical implications of this finding are unclear. The majority of borderline patients remained in treatment throughout the follow-up periods, and thus, this lack of symptom resolution is probably not due to a failure to treat these symptoms. Rather, it may be that these affective symptoms are core features of a borderline patient's identity or temperament and, as such, are relatively resistant to change. Whether new treatments aimed at this sector of borderline psychopathology can be developed and would prove useful is an open question. The impulsive symptoms of borderline personality disorder were the most likely to resolve for borderline patients. Both self-mutilation and suicide efforts were reported by about 81% of the borderline patients at baseline. By the 6-year follow-up, the rates for both of these forms of self-destructive behavior had declined to nearly 25%. In a like manner, substance abuse declined from a baseline high of 49.0% to 25.0% at 6-year follow-up, and sexual deviance (mostly promiscuity) had declined from 26.9% to 11.7%. In contrast, other forms of impulsivity, which included eating binges, verbal outbursts, and spending sprees, declined only from 93.8% at baseline to 65.5% at 6-year follow-up.
The cognitive and interpersonal symptoms of borderline personality disorder occupy an intermediate position in terms of longitudinal course. While all three cognitive and all nine interpersonal symptoms declined significantly over time, some declined to substantially lower levels than others. A history of quasi-psychotic thought was reported by over one-half of the borderline patients at baseline, but by 6-year follow-up only one-fifth reported experiencing such transitory, circumscribed delusions and hallucinations. Both odd thinking or unusual perceptual experiences (mostly overvalued ideas, recurrent illusions, depersonalization, and derealization) and nondelusional paranoia were much more common at baseline, being reported by over 85% of the borderline patients. After 6 years of follow-up, about one-half of the borderline patients still reported these symptoms.
As already noted, the DIB-R assesses the presence of nine interpersonal features. Two of these features, treatment regressions and countertransference problems, initially reported by fewer than 50% of the borderline patients, were reported by only about 10% of the borderline patients by 6-year follow-up. Three other patterns (stormy relationships, devaluation/manipulation/sadism, and demandingness/entitlement) were reported by about 60%-85% of the borderline patients at baseline and about onequarter to less than one-half at 6-year follow-up. The third group of interpersonal symptoms (intolerance of aloneness, abandonment concerns, counterdependency, and dependency/masochism) were originally reported by over 90% of the borderline patients, and over 60% of these patients were still reporting these symptoms after 6 years of prospective follow-up.
Taken together, the results of this study suggest that borderline personality disorder is characterized by two distinct types of symptoms. One type, including self-mutilation, suicide efforts, quasi-psychotic thought, treatment regressions, and countertransference problems, is a manifestation of acute illness. These symptoms, which have been found to be particularly good markers for the borderline diagnosis (38) and which are often associated with treatment crises and/or the need for hospitalization, seem to resolve relatively quickly over time and were only present in a minority of borderline patients followed for 6 years. The other type of symptom represents the more temperamental or enduring aspects of borderline personality disorder. These symptoms, such as chronic feelings of anger or emptiness, suspiciousness, difficulty tolerating aloneness, and abandonment concerns, seem to resolve more slowly and were still reported by a majority of borderline patients 6 years after the index admission.
Relationship Between Symptoms and Treatment
It is clear from the treatment data that the current study concerns the natural history of a highly treated group of patients (both borderline patients and axis II comparison subjects). This is not surprising as clinical experience suggests that many, if not most, borderline patients with a history of psychiatric hospitalization have extensive treatment histories. However, the results of the current study also suggest that a high percentage of those with other forms of axis II pathology who were once hospitalized continue to participate in outpatient treatment (but not more intensive forms of treatment).
Unfortunately, the naturalistic design of this study prevents us from being able to determine whether treatment was helpful, harmful, or both at different points in time. This is so because the patients were not randomly assigned to treatment modalities or clinicians but, rather, chose the treatments they received. This, in turn, might have been influenced by a variety of factors, such as the severity of their symptoms, their psychological mindedness, and the type of insurance they had. In addition, the treatment approach and quality were not standardized, as hundreds of clinicians in the community provided most of the care received by the patients in this study.
Limitations and Directions for Further Research
The most important limitation of the current study is that the entire group of borderline patients originally comprised very disturbed inpatients. Whether these results would generalize to never-hospitalized outpatients is unclear. One might expect that less disturbed outpatients would do better symptomatically over time than recovering inpatients, but only longitudinal studies of this type of mildly to moderately disturbed patient with borderline personality disorder will answer this question.
Conclusions
Taken together, the results of this study suggest that symptomatic improvement is both common and stable among once highly disturbed (and typically heavily treated) borderline patients. These results also suggest that the symptomatic prognosis for most, but not all, borderline patients with illness of this severity is better than previously recognized.
